Clinical communication skills (CCS) are core to the successful practice of healthcare professionals, as good CCS are directly linked to positive patient health outcomes and satisfaction of patients with their care. [1] In the past, it was thought that CCS cannot be taught, but the literature indicates that it can indeed be taught and developed by specific, focused teaching and learning activities.
Clinical communication skills (CCS) are core to the successful practice of healthcare professionals, as good CCS are directly linked to positive patient health outcomes and satisfaction of patients with their care. [1] In the past, it was thought that CCS cannot be taught, but the literature indicates that it can indeed be taught and developed by specific, focused teaching and learning activities. [1] Rotthoff et al. [2] point out that clinical experience does not automatically improve CCS and that the training thereof is essential and should be ongoing. [2] Attentive consideration of relevant CCS training is therefore essential if adequately trained healthcare professionals are to be delivered.
Various aspects are included under the domain of CCS, such as empathy, listening skills, [3] ability to convey information and give constructive feedback, body language and documenting health information. [4] The literature describes a wide variety of methods that are used to teach and enhance CCS in healthcare students, including theory-based, practicebased and clinical-based methods. However, Parry and Brown [5] found that theoretical instruction is still the major method for CCS training, which results in limited translation into the clinical setting. Junod Perron et al. [6] warn that a longitudinal decrease of CCS could occur if skills are not practised constantly. Wouda and Van de Wiel [7] suggest that CCS training should be a continuous 'mainstream activity' to develop students' CCS to an expert level.
Strategies for training of CCS in healthcare programmes include role-play, video playback, audio-visual aids (such as videos), simulated/standardised patients, clinical training, peer evaluation and group discussions/activities. [1] Thoughtful integration of a variety of methods can create a balance between theoretical, practical and clinical strategies, which should be carefully selected, planned and integrated in healthcare training programmes, if the desired outcomes for CCS are to be attained. The assessment and feedback strategies associated with the use of each of the CCS training activities should also be planned carefully to enhance learning. Lanning et al. [8] regard a combination of peer, self, student instructor (tutor) and lecturer (academic) assessments and/or feedback strategies to be potentially appropriate to achieve the desired outcomes.
In addition to the attainment of the basic CCS mentioned, many barriers, such as culture and language, further restrict the communication-related performance of healthcare students within the clinical environment. Schyve, [9] for example, alludes to patient populations worldwide becoming more multicultural and multilingual -a phenomenon that complicates communication further. The importance of unceasing changes in the healthcare environment, and the impact thereof on healthcare delivery (and training), is highlighted by the ongoing debate regarding cultural and language competence and their influence on communication (and CCS training) within the healthcare setting.
Research
The first author, a physiotherapy lecturer at a South African (SA) university for >15 years, recognised continuing challenges associated with CCS among physiotherapy students during their clinical training. Scrutiny of previous research into CCS training appeared to be focused predominantly on the educator voice and the testing of different CCS training methods, portraying a rather limited reference to the student voice. This apparent shortcoming in the literature, as well as the authors' concerns relating to the performance of their students, served as an impetus for undertaking this study. This article should therefore be regarded as a contribution to the CCS knowledge base by providing a student perspective on CCS training by exploring their experiences, expectations and possible suggestions for more effective CCS training at undergraduate levels.
Methods
The research was conducted in two independent phases. The first phase consisted of an explanatory, sequential, mixed-methods approach, as described by Creswell. [11] In this phase, results from an initial questionnaire survey served as the basis for the development of an interview schedule for the qualitative section of the phase. A descriptive, quantitative study was undertaken in the second phase of the research.
The questionnaires used in both phases of the study were self-compiled and informed by the relevant literature. These were made available in both instructional languages (i.e. English and Afrikaans) at the University of the Free State (UFS), Bloemfontein, SA, at the time of the research. Backtranslation was used to ensure comparability of the English and Afrikaans questionnaires. To enhance the validity, both questionnaires were compiled from the relevant literature and reviewed by experts in the field of physiotherapy and physiotherapy education to ensure appropriateness and perspective reflection. Reliability was addressed by means of pilot studies conducted for both phases of the study, during which participants could provide feedback on the questionnaires tested. Details of the pilot studies are included in Table 1 . Trustworthiness, for the qualitative section of the study, was enhanced by the verbatim transcription of recorded interviews by an independent transcriber, which ensured truth value of the data, as the data could be revisited. 
Ethical approval

Phase 1
The questionnaire consisted of 70 open-ended and closed-ended questions that focused mainly on communication with patients, their families and members of the interdisciplinary team, and written communication. A description of the content focus of the questionnaire is included in Fig. 1 .
All third-year physiotherapy students at UFS who had engaged in clinical practice for the first 
Research
time that year were included in the study sample (n=38). Physiotherapy students were included in phase 1 of the study as a convenience sample from the same department as the first author. However, because of the value of data collected during this phase, the study was extended to all allied healthcare students in phase 2.
Quantitative data for phase 1 were collected by the researchers during a single, pre-set session. Completed questionnaires were placed in a sealed box at the exit of the venue to ensure anonymity. The authors acknowledge that this is a relatively small number of students, but results are used to provide an indication of trends and not for generalisation.
Descriptive statistics were calculated for the quantitative data, i.e. frequencies and percentages for categorical data and medians and percentiles for continuous data, while responses from the open-ended questions were coded and reported on descriptively.
Based on the data from the questionnaire survey, a semi-structured interview schedule was developed to gain a greater in-depth view of the perceptions of these students with regard to their CCS. It included questions related to communication with specific members of the interdisciplinary healthcare team, patients' families, unco-operative patients, as well as communication during ward rounds and via patient files (Fig. 1) . The interviews ended with a broader question, exploring students' perceptions of their own CCS (including strengths and weaknesses).
Nineteen participants were purposefully selected for the interview from the group who had completed the questionnaire. Participants were selected according to predetermined criteria (i.e. age, instructional language and gender) in an effort to represent variation in the study sample. The researchers conducted the interview in a single, pre-set session to limit contamination of results.
The qualitative data from the semi-structured interviews comprised verbatim transcriptions of the voice recordings. The researchers used inductive coding [12] to analyse the transcribed data, which were read repeatedly, and descriptive codes were assigned to data bits. These codes were continuously refined and revised as relevant data were put together. The researchers then read through the codes, identifying recurrent themes, which became the categories. Lastly, these categories were combined with quanti tative data to formulate the training directives for CCS training presented in this article. There was a high level of agreement between the emergent categories and the focus of the questionnaires (i.e. language barriers, family communication, interdisciplinary communication and written communication). Interestingly, patient communi cation did not emerge as a specific category in the qualitative section of the study, possibly as participants were mostly satisfied with their communication skills with patients ( Table 2) .
Phase 2
Phase 2 of the research made use of a descriptive, quantitative study to determine the theoretical, practical and clinical methods for CCS training employed by allied healthcare training programmes. Students could rate and reflect on their experience of CCS training, as well as the strategies to be introduced in their respective training programmes to enhance their CCS training. Fig. 2 displays a description of the content focus of the questionnaire.
Phase 2 included 105 final-year allied health care students (from the departments of physiotherapy, occupational therapy, optometry, dietetics and nutrition). The questionnaire was completed in a computer laboratory during a single, pre-set session per department (and within 1 week for all departments to limit contamination). As students might not have been familiar with all the training methods referred to in the questionnaire, preloaded videos and a glossary explaining each of the methods were made available during the administration of the questionnaire. The preloaded videos were available on each of the computers in the computer laboratory for participants to access during completion of the questionnaire, as 
Results and discussion
Demographic data indicate that 35 physiotherapy students participated in phase 1 of the study, giving a response rate of 92% (n=38). The median age of the participants was 21 (range 20 -31) years, and 65.7% (n=35) were women. For phase 2, the study population included 105 allied healthcare students, of whom 67 participated in the questionnaire survey (response rate 63.8%). The median age of the participants was 22 (range 21 -27) years and the majority of participants (85%) were women. All departments training allied healthcare students were represented (Table 3) .
Even though comprehensive data were gathered during the two phases of the study, results in the remainder of the discussion reflect only on key aspects and patterns of meaning that were identified, and which were used to derive a number of practical directives for CCS training in the specific context.
Students' perspectives on clinical communication skills within the clinical setting (phase 1)
Quantitative data with regard to communication with patients showed overall confidence among participants (Table 2) .
Despite these positive findings, all participants (n=35) indicated that language differences sometimes negatively influenced the effectiveness of their treatments, which can be expected in a multilingual country such as SA. This conclusion was confirmed by several interview responses in the category language barriers, e.g. that 'sometimes they [patients] don't understand you because they speak another language and you don't always get the message through to them ' [translated] . This corresponds to results of a study by Bischoff and Denhaerynck, [13] which found that language barriers often diminish health outcomes. It has been suggested that instruction in the basics of an additional language to healthcare professionals and students could improve quality of care, patient satisfaction, and level of communication between patients and healthcare professionals, as well as decrease misunderstandings and frustration. [14] In support of this suggestion, 97% of participants in phase 1 indicated that basic education in an additional language would benefit their patient interactions; it is included as part of the CCS training directives (Fig. 3) .
Communication with patients' families was found to be problematic by 82% of participants (n=35), mostly because family members were not present when treatment was administered. This finding was confirmed by the interviews and responses were included in the category family communication, such as: 'I think it is difficult to communicate with the family in the set-up in which we work, which is mainly in the mornings and not during visiting hours' [translated]. Wolff [15] and Ahmann and Dokken [16] refer to the importance of involving patients' families in their care to improve the partnership between healthcare professionals and the family, and quality of healthcare provided. Communication with the families of patients is therefore specifically included in the CCS training directives (Fig. 3) .
Communication within the interdisciplinary healthcare team was another key area of concern for 64% of survey participants (n=35). Reasons included a lack of understanding of the roles of other healthcare professionals in the healthcare team and communication breakdown, mostly due to time or availability constraints. These results were supported by qualitative interview responses in the category interdisciplinary communication, such as 'they don't really know the clinical presentation of the patients and how it influences us' , and 'often you phone them and then they are busy, hurried and you feel in the way' [translated]. Weller et al. [17] as well as Nancarrow et al. [18] identified understanding the roles within the interdisciplinary team and specific communication strategies as key components of effective interdisciplinary communication and teamwork. This forms the basis of CCS training Research directives related to interdisciplinary communication (Fig. 3) . Nevertheless, the participants mostly had a positive perception of communication with professionals from their own discipline. The majority of participants (65 -92% in different clinical settings; n=35) indicated that they discussed treatment plans with qualified healthcare professionals. The qualitative responses, included in the category for interdisciplinary communication, reflected the same message and included responses such as: 'I really felt I could talk to each one of them and ask questions' [translated] and 'the best part was that they were prepared to teach us' [translated] . Some participants held other views, however, and stated that 'there were a few qualified physiotherapists that were not very friendly. They left us in the deep end. ' Powell and Toms [19] emphasised the importance of good communication platforms and qualified personnel to serve as role models to healthcare students in training, as it creates an effective learning environment.
Written communication was seen as another problematic area in this study, as only 34.3% of respondents (n=35) stated that patient files contained sufficient information. Only 40% (n=35) indicated that their notes were used by other members of the interdisciplinary healthcare team, even though the majority of participants indicated that most of the communication within the interdisciplinary team was based on notes in patient files (57 -80% in different clinical settings). The interviews supported these results, included in the category of written communication, by responses, such as: 'I feel it [patient files] is a good way to communicate but then everybody has to write on the same page' [translated] . According to Pullen and Loudon, [20] effective patient record-keeping is very important for effective interdisciplinary communication, but records are often poorly maintained and not prioritised by members of the healthcare team. Written communication forms an important component of CCS training directives (Fig. 3) .
Students' perspectives on current clinical communication skills training (phase 2)
Less than half of the participants (43.3%) indicated that they had been exposed to any methods to improve their CCS during their current training programmes (Table 4) .
Participants who indicated previous exposure to CCS training reported that ~29% of the training opportunities were theory based, 19% practice based and 52% clinically based. Simulated patients, peer role-play and video playback have been identified as practical methods to improve CCS in undergraduate healthcare students. Table 4 gives an indication of the participants' knowledge, current use and anticipated value for implementing these methods.
Participants with previous exposure to the abovementioned practical methods of CCS training indicated that simulated patients and video playback were used during their third year of study, while peer role-play was used in both the second and third years of study. Most of the participants (82.8%; n=67) thought that using these methods benefited them personally, and indicated that specific CCS training methods could also benefit other students if included in their undergraduate training programmes (Table 5 ). Participants (n=67) were mostly in favour of peer role-play (87%) and simulated patients (80%) being implemented in their undergraduate training programme in the year(s) preceding clinical engagement with patients, while video playback (78%) was preferred during the first year of clinical engagement (as an opportunity to reflect on their own CCS during real-life clinical encounters). These methods are specifically included in the CCS training directives proposed in this article (Fig. 3) .
Student-informed clinical communication skills training directives
The integration of key findings from both phases of this study -emphasising the student voice in an SA context -informed the formulation of a number of practical CCS training directives for undergraduate healthcare programmes (Fig. 3) . Fig. 3 firstly presents the problems students experienced with CCS, as mentioned during phase 1 of the study. These involved four main areas, i.e. patient and patient family communication, interdisciplinary communication, written communication and absence of the student voice in CCS training. To address the abovementioned problems effectively, either in isolation or in different combinations, training directives included in Fig. 3 build on results from phase 2, and include suggestions for training methods that could be incorporated in undergraduate healthcare programmes to teach CCS.
The value of the research, therefore, lies on practical and theoretical levels, and provides a unique student perspective. A concern noticed from the student perspective, is the participants' lack of understanding or acknowledgement of CCS training included in their undergraduate training Research programmes (Table 5 ). Questions could be raised regarding curriculum design and emphasis on CCS in the curriculum, or the possible lack of students' understanding of CCS. To address these concerns, the directives, as provided in this article, can serve as a guide to healthcare educators on aspects such as curriculum design and inclusion of teaching and learning activities and assessment tasks specifically related to CCS. Adaptations to the use of simulation, peer role-play and video playback for enhancing the practical training of the necessary CCS, specifically, and the importance thereof for enhancing inadequate CCS identified in the clinical setting, are important study contributions (Fig. 3) . Another key directive proposed as a result of this study, is teaching students healthcare phrases in several languages, instead of training in a single additional language, owing to the limitations posed by a single language in a wide geographical area (Fig. 3 ).
Conclusion
As a result of student perspectives gained, this article proposes CCS training directives for the SA multilingual and multicultural environment, which could be considered for implementation in similar contexts, or customised for other contexts. The findings and proposed directives can also inform debate on aspects of CCS training in SA, with its particular problems and challenges. The directives lend themselves to further research and extension to include other problem areas in verbal and written CCS of healthcare students, as well as aspects directly influencing each of the problem areas. Additional research could provide evidence for the inclusion of another domain, i.e. non-verbal CCS and its related facets. The proposed directives emphasise the sentiment of Rotthoff et al. [2] that clinical experience does not automatically improve CCS, and training in CCS is therefore essential and should be ongoing. Attentive consideration of relevant CCS training is thus essential for delivery of adequately trained healthcare professionals. Funding. None.
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